Abstract School-based health centers (SBHCs) have proliferated rapidly nationwide and remain politically popular. This article explores the disconnect between the evidence and the discourse on SBHCs, drawing upon the authors' evaluation of SBHCs in Newark, New Jersey, and a critical assessment of the evaluative literature and public discourse on school clinics to argue that a number of important issues are being overlooked by both research and advocacy. These issues include variations in the health needs and health care resources of different communities and the questions of whether and how SBHCs can best integrate with existing resources to fill unmet local needs. Furthermore, despite the cautions of experts that third-party reimbursement (via traditional fee-for-service insurance or participation in health maintenance organizations) cannot cover clinic expenses and is difficult to obtain, pursuit of reimbursement continues to be a goal of some SBHC sponsors, helping to promote a clinic model that in some communities is very likely not to be the best way to address student needs or to build on clinic strengths. Discussion around SBHCs should focus on diagnosing specific community needs, identifying the best approach to meeting those needs, and seeking funding sources that match the work that needs to be done.
Introduction
Comprehensive school-based health centers (SBHCs) have been proposed as a solution to the problem of continued unmet health needs among children and adolescents in the United States. Usually operated by hospitals or other health centers, SBHCs provide a range of primary and preventive care services, generally including medical and mental-health care and sometimes dental care as well. Advocates of SBHCs argue that these clinics contribute to student health by breaking down geographic and other barriers to needed care. Having first appeared in the United States during the 1970s, SBHCs have spread widely; in 2002, there were an estimated 1,498 such centers in the country (Center for Health and Health Care in Schools 2002). Despite their popularity, however, establishing secure funding for SBHCs has been an ongoing challenge (Lear 2003) .
This article challenges some common assumptions that underlie the public discourse and research literature about SBHC financing and effectiveness. (Asserting SBHC effectiveness is a common strategy for advocating SBHC financing.) While important steps have been taken to establish SBHC effectiveness and understand financing options, we argue here that neither the literature nor the public discourse adequately address the questions policy analysts need answered in order to determine whether clinics should be funded and how. In particular, we argue that there has been insufficient attention to the following essential issues: (1) the magnitude of clinic effects (including the extent to which clinic services substitute for rather than supplement existing community services) and how clinics compare to alternative ways of helping children, (2) the strengths and weaknesses of different clinic models, and (3) how clinics can be designed and financed to best meet the specific needs of the communities in which they are located.
We first began to develop these ideas as we examined the results of our own research on an SBHC program in Newark, New Jersey. The arguments gelled, and their larger relevance became apparent as we returned to the SBHC literature with the new perspective gained through our Newark research. To lay the groundwork for these arguments, the next section of the article addresses the nature of school-based health clinics, the reasons for which they were designed, and the current state of the research literature and public discourse on clinic effectiveness and clinic financing. From there, we describe our assessment of school clinics in Newark and what that experience reveals about what is missing from the literature and public discourse. The article ends by exploring the implications of the analysis for research on SBHCs and for their design and financing.
Background

Why Children Need New Approaches to Health Care
The Proliferation and Evolution of School-Based Health Clinics
Advocates advance SBHCs as one answer to children's unmet needs, because the clinics offer services in a convenient and familiar location, tend to take a holistic approach to health, promise students confidentiality, and can offer care to the uninsured (Gullotta and Noyes 1995; Kisker and Brown 1996; Zimmerman and Santelli 1998) .
School-based health centers have proliferated rapidly and diversified, moving from urban high schools to serve all ages in a broad range of locations. The nature of their sponsors has also changed and multiplied, and increasingly SBHCs have moved beyond medical care to provide mentalhealth and dental care, the latter still found in only a minority of schools (Brindis et al. 2003; Robert Wood Johnson Foundation [RWJF] 2003) . At the same time that SBHCs have grown in number, they have achieved heightened legitimacy. While SBHCs initially generated opposition on the grounds that they would make reproductive health services available in high schools, that controversy has died out (Lear 2003) . A number of professional associations have formally endorsed school clinics (ibid.), and as noted by Morone, Kilbreth, and Langwell (2001: 131) , they have been promoted by both Democratic and Republican administrations because "expanding the number of SBHCs fits neatly in to the dynamics of American state politics: responsive, low cost, and local."
Financing School-Based Health Centers
Experts say that the most important issue facing SBHCs is that of sustainable funding (Friedrich 1999; Brindis et al. 2003; Lear 2003) . Private and government grants -traditional sources of funding -are seen as more and more limited and uncertain. Therefore, in the mid-to-late 1990s, clinic proponents increasingly pursued reimbursement, including publicly financed health coverage, from third-party payers (Hacker 1996; Lear et al. 1996; Zimmerman and Santelli 1998; Friedrich 1999; RWJF 2003) .
Making the Grade, the Robert Wood Johnson Foundation's 1993 ninestate initiative to support the development of school-based health centers and sustainable financing, illustrates this trend. As noted in a report on the progress of the state programs, Making the Grade was initiated at a time when public dollars for health care seemed to be growing more available; in this context, programs focused on federal and state funds as the source for SBHC sustainability (RWJF 2003) .
The funding context changed when President Clinton's health care reform proposal failed. Government health care programs for low-income children, including SCHIP, now operate predominantly through public financing of private, managed care delivery systems. These managed care programs have made obtaining reimbursement difficult for out-of-network providers. Increasingly, then, clinics pursuing third-party reimbursement have needed to enter managed care networks; sometimes they hope to do so as medical homes. Turning SBHCs into "medical homes" has some advantages over reimbursing them for specific services by making it easier to coordinate care and assure continuity and quality, eliminating the constant need for prior authorization, and allowing for care outside the constraints of fee-for-service payment (Brellochs et al. 1996; School Health Policy Initiative 1996) .
However, pursuit of third-party reimbursement, particularly through managed care organization (MCO) networks, has proved extremely difficult and of limited value. In many cases, MCOs have little incentive to contract with SBHCs, given the economic costs of contracting, the challenges of coordination, and the need to bring SBHCs into compliance with MCO requirements. Disincentives for SBHCs include the need to develop new types of infrastructure and procedures and to operate in ways that may be antithetical to their self-perception (Honig 2000) .
Some SBHCs have succeeded in making third-party payment one component of their financing strategies. However, even in these cases, thirdparty reimbursement does not play a large role in clinic financing, averaging 5 -10 percent of health center operating costs, with a small number of clinics recouping 20 -25 percent (National Assembly on School-Based Health Care [NASBHC] 2000; Brindis et al. 2003; RWJF 2003) . In trying to recover their costs from third parties, clinics face all the obstacles to MCO contracting described above. Even if contracting occurs, clinics often have difficulties getting insurance information from families, are unable to bill when services rendered are confidential, provide many unreimbursable services, and are often perceived to duplicate care (Brindis et al. 2003; Swider and Valukas 2004) . Many SBHCs have found that their billings are routinely denied (Morone, Kilbreth, and Langwell 2001) .
In response to these results, experts now promote third-party reimbursement as only one part of a financing strategy (RWJF 2003) and advocate changes to Medicaid rules that will make billing by school clinics easier (Haaken and Korschgen 1988) . A 1999 report on regional meetings among SBHC stakeholders from eighteen states noted that "the link between Medicaid, Medicaid managed care, and school-based health care is proving to have limitations on how school-based health care can be organized and financed" (NASBHC 1999: 5) .
The case against a reimbursement-based financing strategy goes beyond its limited potential for resource generation to its incompatibility with what many SBHCs do. The NASBHC (ibid.: 5) report notes that "the population-based approach, a foundation of many school-based health centers is not compatible with the illness/episodic insurance model. Visit codes and rates, based on private pediatric practice, do not reflect the time intensive anticipatory guidance, and health education that is idiosyncratic of the school-based health center visit."
Despite this change in thinking among experts, many clinic promoters have placed and many continue to place their hopes for financing largely on third-party reimbursement and to pursue a traditional model of patientlevel delivery of reimbursable health services (Gance-Cleveland, Costin, and Degenstein 2003) . The National Assembly for School-Based Health Centers notes that "many policy makers feel that improving collections from patients and third parties is the key to SBHC sustainability" (Costin and Schlitt 2002) and that the pursuit of third-party payments has dominated the discourse on SBHCs in recent years (NASBHC 2001) . Our own research with key informants nationwide confirms this trend. Perhaps because they are pursuing reimbursement, many clinics have also continued to pursue the goal of serving as a medical home (Silberberg and Cantor 2002) . The sponsors of the Newark clinics were among those who saw reimbursement as the key to long-term SBHC sustainability, even after experts warned against its limitations.
Both clinic promoters and stakeholders more generally can misunderstand the potential of reimbursement for SBHC financing. The NASBHC (1999) report notes that, in some states, policy makers believe that new child health insurance initiatives should yield significant resources to SBHCs, and therefore they have reduced or attempted to reduce state grants to the clinics.
The Literature and Discourse on Effectiveness
In addition to financing, the question of clinic effectiveness dominates the literature and discourse on SBHCs. These issues are linked, as advocates seek to make the case for funding by documenting clinic effectiveness. Nationally, the published evidence suggests that important preconditions exist for SBHCs to make a difference in access, health-related behaviors, and perhaps health outcomes. Prior studies have shown that clinics appear to reach needy children. Studies of specific schools with clinic programs show that clinic users are more likely than nonusers to be "high-risk" students, and frequent users even more so (Wolk and Kaplan 1993; Pastore et al. 1998; Warren and Fancsali 2000) . Frequent users are also most likely to use clinics for chronic-care management or mental-health services (Baquiran, Webber, and Appel 2002) .
Studies have also demonstrated high levels of student and parent satisfaction with SBHCs (Santelli, Kouzis, and Newcomer 1996; Pastore et al. 1998; Kaplan et al. 1999) . Although the evidence is mixed, some studies have shown improved health knowledge and behaviors among students with access to clinics (Kisker and Brown 1996; Warren and Fancsali 2000; Lurie, Bauer, and Brady 2001) . The presence of school clinics has also been associated with increased use of health services, including vaccinations, dental examinations, and outpatient and specialty care for asthma, as well as better rates of student follow-through with hospital referrals (Kisker and Brown 1996; Lurie, Bauer, and Brady 2001) .
Some studies have found no evidence of clinic health status effects (Kisker and Brown 1996) , and strong data on outcomes are still rare (Guo et al. 2005) . However, in a few studies, clinics have been associated with decreased hospitalizations and visits to the emergency department for general or specific populations Kaplan et al. 1999; Adams and Johnson 2000; Lurie, Bauer, and Brady 2001; Young, Angelo, and Davis 2001; Key, Washington, and Hulsey 2002; Guo et al. 2005; Webber et al. 2005) . One recent study provides strong evidence of a link between school-based health centers and an accelerated decline in teen fertility (Ricketts and Guernsey 2006) . A small number of studies have attempted to link school-based health centers and academic outcomes, including absences, tardiness, progress through school, disciplinary indicators, and reading levels. However, both the mixed findings of this research and its many methodological limitations (e.g., the use of crosssectional data) provide insufficient evidence to make the case that these centers improve academic performance (Geierstanger et al. 2004) .
Certainly, the literature documents positive outcomes of SBHCs and advocates note that documentation of outcomes is a crucial mechanism for securing increased funding (Friedrich 1999; Brindis et al. 2003) . However, as this article argues, these studies and the discussions around them fail to address key issues that should be part of policy analysis and debate: (1) the magnitude of clinic effects and how clinics compare to alternative ways of helping children, (2) the strengths and weaknesses of different clinic models, and (3) how clinics can be designed and financed to meet the specific needs of the communities in which they are located.
It is also true that, at this point, the literature on the most important outcomes of SBHCs -changes in emergency-department use, hospitalization, and health status -may not convince skeptics, given the mixed findings and the methodological limitations of many studies (some shared by our own study). The case made in this article, however, does not depend on the methodological soundness of the existing evidence on clinic effectiveness. In other words, even if we could incontrovertibly prove that SBHCs have a positive impact on hospital and emergency-department use and even health status, the questions we highlight here would be important considerations for policy makers.
In our view, one of the driving factors obscuring these important considerations has been the emphasis placed on reimbursement and reimbursable health care delivery models, leading certain communities, at least, to focus on a model of care and financing that neither meets the communities' greatest needs nor builds on the clinics' greatest strengths. The case study that follows exemplifies these points.
The Newark Case Study
Purpose
Clinics were first established in the Newark, New Jersey, schools in 1997 as the flagship initiative of a local hospital conversion foundation. This initiative was launched and continues to be run through a partnership with a local hospital and the public school system. Currently, clinics operate in three elementary and two high schools in Newark. At the time that our study was commissioned, only the three elementary school clinics were operational. At these schools, clinic services were available at no charge to all students whose parents or guardians had given consent. Each clinic had a full-time pediatric nurse practitioner, a social worker, and an administrative assistant. The nurse practitioners provided primary and preventive health services -physical exams, follow-up medical care, treatment of minor illnesses, chronic-care management, immunizations, and nutritional counseling. Social-work services included individual, family, and group counseling, as well as crisis intervention, with a focus on bereavement/grief counseling, separation anxiety, and stress management. A dental team visited the clinics on a more than half-time basis, providing examinations, X-rays, cleanings, fluoride treatments, and dental sealant; treatments such as filling cavities were not provided on site. Referrals for dental therapies as well as other services not provided on site were made to the hospital partner in the program, at little or no cost to students' families. Clinic participants were also provided with some free prescription medications. In addition, clinic staff routinely provided health education in classes, health fairs, and other venues. At one of the schools, the nurse practitioner also participated in a committee designed to improve the conduciveness of the school environment to students' emotional and physical health. A program director, three physicians, a psychiatrist, and a dentist employed by the program's hospital partner provided administration and oversight to the clinics.
In some ways, New Jersey would seem an excellent context in which to operate school clinics and fund them heavily through third-party payment. New Jersey has the most expansive eligibility for children's Medicaid and SCHIP coverage (National Academy for State Health Policy 2005). If school-based health clinics could be shown to address unmet child health needs, then it would seem that a compelling case could be made for reimbursement of clinics through available public funding streams. Because New Jersey was one of the early states to mandate managed care for Medicaid, contracting with MCOs would be required, although direct state reimbursement would be available for some important services that are "carved out" of MCO contracts, including mental-health services. Furthermore, the state had already demonstrated an interest in school-based health by creating grant-funded, high-school-based, youth-services programs. Finally, James McGreevey, elected governor of New Jersey in 2001, made SBHCs an important part of his health care platform when he ran for office, raising expectations that state support would be forthcoming (Margolin 2001) .
The characteristics of the city of Newark also suggested a compelling need for new solutions and for these new solutions to come from the hospital system. Newark has a low-income, largely minority, high-needs population (see, e.g., Martin 2005) . The community and local health care system face a significant burden of poverty and a history of racial tension. The low-income population is served by several hospitals with significant ambulatory care capacity as well as by a large federally qualified health center. Notably, the city has New Jersey's only large public hospital, based at the University of Medicine and Dentistry of New Jersey. Following devastating riots in 1967, a formal compact between University Hospital and the community bound the hospital to develop services to serve Newark's low-income and uninsured populations. Stemming largely from very low Medicaid reimbursement rates, few private physicians, dentists, or other providers accept patients covered by state programs.
At the time of the study and continuing today, most children in Medicaid and SCHIP are required to enroll in an MCO. Several MCOs, mainly nonprofit plans, have served these populations. The largest plan is affiliated with Newark-based Horizon Blue Cross Blue Shield, and at the time of SBHC development and over the course of the study period, a local MCO was operated by University Hospital.
In light of these facts on the ground -in particular the dominance of MCOs and the weak infrastructure of community-based providers -the school-based clinic sponsors perceived not only a significant potential benefit of SBHCs but the need to tap into the flow of public financing channeled mainly through MCOs. However, despite ongoing negotiations before and throughout the period of our study, clinic sponsors had yet to succeed in engaging in any contractual arrangements with local Medicaid/ SCHIP MCOs. These frustrating discussions led the sponsors to see the need to document their contribution to the care of children in clinic schools to enable them to make the case for reimbursement to MCOs and state policy makers.
Faced with this constellation of facts, the foundation sponsoring the Newark clinics commissioned a series of studies from us in 2000 to document clinic impact, hoping that proving clinic effectiveness would lead the state to use Medicaid and SCHIP dollars to fund clinic services -either by setting aside money from these funds to reimburse SBHCs or by requiring MCOs participating in these programs to include SBHCs in their provider networks. Additionally, the foundation hoped that securing these revenues would provide the SBHCs with the lion's share of a sustainable funding base.
The initial stage of the evaluation added momentum to the foundation's desire to develop evidence supporting Medicaid and SCHIP reimbursement. Based on key informant interviews and focus groups with clinic stakeholders, the first evaluation report noted a broad-based and deeply held belief that the clinics were having a large positive impact on access to care and health outcomes for participating students (Silberberg et al. 2000) .
The core of the evaluation was its second stage: a survey of parents in clinic and nonclinic schools. The goal of the survey was to assess the case for Medicaid and SCHIP financing, and toward that end, we delineated three specific objectives: (1) to establish whether new models of care were needed in Newark, (2) to assess whether clinics already in place were hav-ing an effect on health (or at least health-services utilization), and (3) to shed light on the extent to which student care might be covered by SCHIP and Medicaid. Thus, the survey was designed to measure not only student health-services utilization but also the health needs and insurance status of the population, the level of attachment to and use of community providers, and the extent to which the clinics competed with or complemented community providers already providing care. These questions, as well as the answers that emerged from the survey, led to this article and serve as partial evidence for our core argument. We therefore describe in some detail the methods and findings.
Survey Methods
The survey included parents of children at four Newark elementary schools. Two were schools that had had clinics in place long enough to have made an impact on utilization of health services, and two were comparison schools without SBHCs. To the extent possible, the comparison schools were matched to clinic schools by location, size, racial/ethnic composition, and grade levels.
One of the clinic schools for which the parent survey was conducted serves prekindergarten through fourth grades (it also includes a small "school within a school" for special needs students), and its matched comparison serves kindergarten through fifth grade. Both are located in Newark's central ward, are predominantly African American, and have only small Spanish-speaking populations (less than 10 percent of total enrollment). The second clinic school and its matched comparison serve kindergarten through eighth grade and are predominantly African American; however, Spanish-speaking students make up about one-quarter of the population at each (22 percent at the clinic school and 28 percent at the comparison school). While the clinic school is situated in a fairly isolated location near the Newark Liberty International Airport, its comparison school -while less isolated -is also in the southern part of the city.
In November 2000, a letter was sent by the Newark School District to all the parents/guardians whose names appeared in the district's rosters for the study schools. 1 The letter informed recipients of the study and provided them with the opportunity to ask to be removed from the study sample. No parents asked to be removed.
As a result of this process, contact information for 1,190 families was provided for the study, although in a large proportion of cases, telephone numbers were missing or incorrect. When roster data were found to be inadequate, updated contact information was solicited from the schools, although it was not always available. In households that had multiple children in the study school, one child was randomly selected as the subject of the interview. Because they already had a sibling in the study or because it was learned through survey calls that they no longer attended the study school, 407 children were dropped from the study. This left a sample of 783.
After pretesting, survey fieldwork began in January 2001. Telephone interviews using available contact information were completed in April 2001. In May and June, field staff visited the homes of individuals for whom telephone numbers were not available, using the addresses provided on the rosters. If eligible respondents were located, arrangements were made for an in-person or telephone interview. Trained, professional field staff from the survey firm Schulman, Ronca, and Bucuvalas, Inc., conducted both the in-person and telephone interviews.
A total of 478 individuals were interviewed. Of these, 409 were reached in the initial round of telephone interviews, and 69 were reached after in-person contact. In total, 323 parents/guardians from clinic schools and 155 from nonclinic schools were interviewed. 2 Since we were unable to determine whether families that we could not find were eligible for the survey (i.e., still had a child enrolled at a study school), the response rate was calculated in two ways. First, we assumed that all noncontact families were eligible for the study, and then we assumed that these families were ineligible, providing a response rate range of 61 percent to 69 percent.
Nonresponse is, of course, a potential source of survey bias, since nonrespondents were possibly more transient, less likely to have a working telephone, and in general in greater need than respondents. The families deemed ineligible for the study might also have been more transient and therefore more likely to be without a usual source of care. We do know, for example, that the families reached by knocking on doors, rather than by phone, were more likely to have only one adult living in them, to earn a lower average income, and to receive government assistance. This raises the question of whether the picture of student health needs generated by respondents is generalizable to the larger school population. Certainly, it 2. The sample was disproportionately allocated to clinic schools to enable more detailed subgroup analysis at those schools. may be on the conservative side. However, this is a difficulty that plagues all research in hard-to-reach communities, and our response rates are relatively good for that context. The more important question, given the primary goal of the survey, is whether lack of data from ineligible families and nonrespondents mitigates the usefulness of the survey for comparing clinic and nonclinic schools. Luckily, clinic and nonclinic schools did not differ significantly in the percentage of respondents reached by telephone. However, the response rate for nonclinic schools was lower than that for clinic schools. In our analyses, we attempted to minimize the impact of this disparity, as well as actual population differences, by controlling for measurable differences between respondent groups for the clinic and nonclinic schools.
Questionnaire and Survey Administration. In developing the survey, we drew on the scholarly literature and the qualitative study of the Newark clinics we had conducted previously (Silberberg et al. 2000) . Where possible, we attempted to use questions that had been already fielded in wellestablished surveys. The survey was reviewed by representatives of the Newark SBHC partner organizations and was subject to two rounds of pretesting and revisions. The questionnaire was translated by an expert interpreter to Spanish and translated back to verify accuracy. Only fifteen respondents elected to conduct their interview in Spanish, although Spanish was reported as the primary language spoken at home for 9.6 percent of respondents, suggesting that the survey effectively reached the Spanishspeaking population.
Data Analysis. We focused our analysis on differences in health care needs, access, and service utilization between students attending the clinic schools and nonclinic schools. Data analysis was conducted using SPSS (version 10). As appropriate, we performed bivariate tests of association, generally chi-square tests and t-test comparisons of means, to enable us to flag differences that were statistically significant at a level of 0.05 or lower. (We also note differences of borderline significance, that is, differences with a p-value between 0.05 and 0.10, but these should be interpreted with caution.) Sample sizes for specific analyses are often smaller than the survey sample because questions were not asked of respondents for whom they would not be relevant and because of item nonresponse.
Despite our attempt to match clinic and nonclinic schools, they differed in some ways. Thus, in cases in which statistically significant associations were found (i.e., p < 0.05), confirmatory multiple regression analyses controlling for underlying population differences were performed to rule out potentially confounding factors. Nonetheless, inferences from crosssectional comparisons are always limited by the possibility of unmeasured differences between clinic and nonclinic schools prior to the intervention.
Study Results
Student and Parent Characteristics. Table 1 describes a school study population that is largely minority and low income. In addition to economic status, a number of characteristics suggest that establishing strong continuous relationships with health care providers might be difficult for these families. One in seven parents/guardians were born outside the United States and nearly one in three had not completed high school. Two in five families in the survey received some form of government assistance, and only 6.6 percent owned their own house or apartment.
Mobility was high among students in the sample. Only about one in four had been at the study school since kindergarten (i.e., had a mobility ratio of 1); a similar number had been at the school one-quarter of their school career or less (i.e., had a mobility ratio of 0.25 or less). In addition, nearly one-half of the households had only one adult.
Health Care Needs. The socioeconomic status and high degree of mobility of the population provide a strong indication of the vulnerability of this population. This is confirmed by direct measures of health and unmet health care needs (table 2) . One-half of the children in our study had some significant medical condition (and one-half of those had asthma), school attendance was reported as limited by health problems for one in ten students, and activities in general were limited for 15 percent. Of the respondents, 15.7 percent perceived their child to have only fair or poor dental health; this contrasts with only 10.9 percent among all children in New Jersey (unpublished tabulations, 2004 New Jersey Family Health Survey, Rutgers Center for State Health Policy).
That students had both a high burden of illness and a large number of unmet health needs was clear. However, findings on health-service access barriers were more mixed (table 3). The most striking access problems were for dental and mental-health care. One in ten children were reported to have no usual source of medical care, one in five were reported to have no usual source of dental care, and over one-third of those whom we classified as potentially in need of mental-health care had no usual source for such services. For each health care domain -medical, dental, and mental health -between 10 percent and 20 percent of respondents reported difficulty obtaining care for their child. While each indicator showed a sizable minority of parents reporting barriers to accessing care, therefore, this was not the case for the majority.
Finally, the population showed a fairly high degree of engagement with the community health care system, at least by several key measures (table  4) . Likely due to New Jersey's expansive public coverage eligibility for children, the child uninsured rate in the study schools (9.3 percent) is similar to the statewide uninsured rate (11 percent), but its rate of public coverage is roughly three times the statewide rate of 21 percent (Rutgers a The maximum available sample size is n = 478; samples for individual variables may be less due to missing data. b Proportion of time child was enrolled at this school since age five. c Remaining respondents reported not being in the labor force. * 0.05 < p < 0.1, ** 0.05 < p < 0.1, *** p < 0.01, based on chi-square tests Center for State Health Policy 2004). In the study schools, three-quarters of parents whose children were on Medicaid had chosen their child's HMO, and eight in ten had chosen the primary care provider. Over 80 percent of parents reported that their child had seen their HMO primary care provider and a similar number stated that other family members were also members of the child's HMO. Again, the connection to dental care was weaker than to medical care; only 68 percent of respondents reported that their child had seen their HMO dental provider. Note: Mean score for anxiety and disruptive behavior is measured on a scale from 0 ("never") to 4 ("almost always"); see text.
* 0.05 < p < 0.1, ** 0.05 < p < 0.1, *** p < 0.01, based on two-tailed t-tests for comparisons of means and chi-square tests for comparisons of percentages Parental Satisfaction. We found high levels of satisfaction with the school clinics among parents whose children had used both clinics and HMOs (table 5) . Consistent with the research literature on health care satisfaction, the parents generally gave high ratings to all care received by their children. However, parents rated the overall quality of medical care at the clinics significantly and substantially higher than care delivered through the HMOs and gave them significantly higher marks for cleanliness/physical condition and, when relevant, translation services. In addition, five measures of satisfaction related to convenience and accessibility -including hours of service and ease of getting referrals -were rated considerably higher for school clinics by a factor of 10 percentage points or more, compared to HMOs. On only one dimension of satisfaction -time spent with "you and your child" -did HMOs receive higher ratings than the school clinics, presumably because parents are generally not present when care is delivered at the schools.
Addressing Clinic Effectiveness. Although the study design does not support direct inferences about clinic effectiveness, the stakeholders involved in the Newark program believed that the children with access to SHBCs would fare much better than those without such access. Moreover, as noted above, it was the belief that showing differences in access and outcomes between students in clinic and nonclinic schools would set up a compelling case for state funding. Tables 1 -4 show that the populations in contrast schools without clinics were quite similar to those in the clinic b The reference period averaged just under eight months, with no difference between clinic and nonclinic schools.
c The maximum available sample size is n = 478; samples for individual variables may be less due to missing data or because questions were asked only of subgroups.
* 0.05 < p < 0.1, ** 0.05 < p <0.1, *** p < 0.01, based on two-tailed t-tests for comparisons of means and chi-square tests for comparisons of percentages schools, with a few exceptions. From an analytic perspective, similarities in socioeconomic status, insurance coverage, and so forth, between clinic and nonclinic schools provide reassurance that the study provides a reasonable basis for at least casual inference about clinic effectiveness, if large differences in outcomes were documented (i.e., by suggesting that differences were not driven by selection bias). However, the study found few differences in markers of access and health status that might suggest a tangible clinic health impact. That said, the study did provide evidence that the clinics were doing good. A high proportion of students at the SBHC schools had actually used the clinics, even as most of these students had also used HMO-based care in the community. Our study conforms a May add to more than 100% since respondents were allowed to answer "yes" to more than one question. * 0.05 < p < 0.1, ** 0.05 < p <0.1, *** p < 0.01, based on chi-square tests to the mounting evidence that SBHCs can make a difference in healthservices utilization (table 3 ). At a statistically significant level, students at the clinic schools were more likely than students at nonclinic schools to have visited a medical provider during the study reference period. 3 They were also two-and-one-half times as likely to have seen a mental-health provider. Students at the clinic schools were also more likely to have seen a dental provider than students at nonclinic schools. While this difference was not statistically significant, it was of a similar magnitude to the differences in the other health care domains. After the first visit effect, however, we found no association between clinic availability and health-services utilization (table 3) . Among those 3. The reference period varies by the actual date of interview. However, the average duration of the reference period does not vary between clinic school and nonclinic school respondents. 84.0% 73.6%** Overall quality of dental care child receives (n = 113) 84.1% 75.2%* * 0.05 < p < 0.1, ** 0.05 < p < 0.1, *** p < 0.01, based on chi-square tests who had accessed services in the reference period, the average number of visits did not differ in any of the care domains. Determining the market share of the school clinics makes the same point in a different way. Figure  1 shows the average number of visits to medical and dental providers by children enrolled in HMOs at clinic and nonclinic schools. The average number of visits per child differs little between clinic and nonclinic school populations, suggesting that for most students, school clinics largely substitute for, rather than augment, care provided by community-based medical and dental providers. This same point is reinforced by a deeper look at the survey data on usual source of care (table 3) . While students at clinic and nonclinic schools were equally likely to have a usual source of dental care, students at nonclinic schools were more likely to have a private dentist as their usual source of dental care by a 10 percent margin; notably, for 8 percent of students at clinic schools, the usual source of dental care was the school clinic. A smaller but likewise offsetting difference in the usual source of general medical care is also evident. Finally, we found no statistically significant association between clinic presence and the percentage of students having emergency-department visits or hospital stays; nor did we find an association between clinic presence and the average number of emergency room visits for those having at least one such visit. Although the impact of the clinics on access may have been small over- all, the incremental effect on the likelihood of having at least one visit and the presumably more easily available care may have had important benefits for particularly vulnerable children. While our study sample did not support extensive subgroup analysis, we did find evidence that suggests that the benefits of the clinics may have disproportionately accrued to more vulnerable children. For example, asthmatics in our clinic school sample were half as likely to have an emergency-department visit as those in schools without clinics. While other vulnerable groups of children (e.g., those with only one parent at home, foster children, those with mentalhealth problems, etc.) may have similarly benefited, our data did not show that such benefits added up to a measurable aggregate impact on the care of children in the clinic schools.
The Mismatch between Expectations and Findings
Our study of Newark school clinics showed a high level of unmet health needs among a population of low-income children. The study also demonstrated a potential role for school-based health centers in improving health care utilization among a segment of the school population (a portion of those not receiving any care and those with asthma), and found that parents were pleased with the care their children received through these clinics. Yet, for four reasons, it made a weak case at best for the state to spend resources promoting clinic integration into Medicaid and SCHIP, for the sponsors to turn the clinics into medical homes, or for HMOs to contract with the clinics. First, we found no general impact on emergency-department use and hospitalization. Second, while we found an impact on likelihood of using health care, the magnitude of the differences was only around 8 percentage points in each domain (medical, dental, and mental health). Third, after the first-visit effect, there was no impact on health-services utilization; on the contrary, our data suggested that clinic visits in large part substituted for visits that would otherwise have been made to community-based providers. Fourth, we found no differences between clinic and nonclinic schools on common measures of access to care or health status.
Why was there a mismatch between what the program stakeholders had hoped for and the study findings? Certainly, the stakeholders' expectations may have been exceptionally unrealistic, the community environment may have been unique, the research design may have been too weak, or the conclusions may simply have been wrong. We argue here, however, that the explanation lies in a combination of prevalent flawed assumptions and fundamental failings in the public discussion around SBHCs.
Discussion
Challenging the Discourse around School Clinics
The mismatch between expectations and the research findings is explained by problems in the predominant discourse and research on school-based clinics: notions of what children need, what clinics can accomplish, and what can be proved may simply be unrealistic. Even if clinics "work," proponents may have failed to consider the potential magnitude of clinic impact (including the extent to which it substitutes for existing services). Moreover, expectations may be inflated by the prevailing model that the ideal school-based clinic should provide services like any other provider (just more accessible), should serve as the "medical home" for students, and should be financed by insurance-style reimbursement.
Unrealistic Notions. In large part, the Newark clinic stakeholders hoped that the clinics would show a major impact on health-services utilization and health status because they believed that, while mostly insured, students in Newark were on a large scale detached from the health care system. This is not what our study found. Indicators of access to HMO care among the Medicaid population in both clinic and nonclinic schools showed the majority of students to be well connected to the system. Furthermore, our survey showed the greatest unmet needs for care were not for standard medical care but for mental-health services (which were provided outside of HMO contracts in New Jersey Medicaid), dental health (a particularly poorly reimbursed Medicaid service), and chronic-disease management (which likely includes such nonmedical, nonbillable services as training families about asthma management).
Certainly, communities will differ widely in what their children most need -and the importance of looking at specific community concerns is one important implication of this analysis. Newark is an environment of "poverty among riches." New Jersey has relatively strong Medicaid and SCHIP programs. Public schools in New Jersey have full-time nurses and are even visited periodically by district-funded physicians who perform well-child exams (although we heard many criticisms by school staff of the value of these physicians). The city is only a short train ride from New York City, and in Newark itself there are a major public hospital, a medi-cal school, and several private hospitals. Finally, while inadequate public transportation can be a barrier to health care access in Newark, by U.S. standards, transportation options in Newark are good.
While there are clearly communities in which children's needs will be far different from those in Newark, Newark's profile is not unique. Despite the unacceptable number who fall through the cracks, most children are insured, most receive medical care, and most have a medical home (SHADAC 2006) . Dental and mental-health needs are more apt to go unmet than are medical needs (Amschler 2003; Costello-Wells et al. 2003) . In fact, a review of the literature on school-based clinics shows that our study was unusual in the attention it gave to specifying the needs of children in Newark, particularly the degree to which students were already attached to the traditional health care system. Yet, it is the idea of unmet needs that drives the movement for school-based clinics. In this regard, one of the positive developments in school clinics is the move to more comprehensive clinics that include mental-health and dental services (RWJF 2003) . This approach, however, can still miss a number of key needs (including preventive care and public health approaches) and may not match the needs of specific communities.
In addition to perceptions of children's needs, funders' notions of the extent to which clinics can meet those needs can also be unrealistic. The Newark clinic sponsors hoped that their program would substantially and measurably improve health-services utilization and health status for a large portion of the students in the clinic schools. The data suggest that they did, in fact, make a difference in the likelihood of having a medical, dental, or mental-health visit, but in each case, only for about 8 percent of the students. And key benefits of the clinics may have disproportionately accrued to the neediest children. These effects, however important to the children involved, seemed small in contrast to the expectations of the Newark clinic sponsors.
What school clinics can accomplish is limited by the amount and nature of children's health care needs, as well as by the activities that clinics can realistically take on. Certainly, the fact that Newark children were more likely to be connected to the traditional health care system than expected meant less room for the clinics to make an impact on access to and utilization of care. The challenges to clinic impact go deeper than this, however, just as students' health care needs go beyond merely accessing care to preventing unnecessary illness and activity limitations. The causes of these illnesses and their sequelae are complex and, to a large degree, untouched by the provision of clinical health services. It is commonly agreed that environmental and social factors play an overwhelming role in determining an individual's health (Institute of Medicine 2002) . A clinic's ability to affect these root causes of health and illness is limited. It is even more limited if the clinic is based on a model of reimbursement-driven clinical services.
A final unrealistic notion at work in this case was the sponsors' belief that program effects on health status would be self-evident even in a simple, point-in-time matched comparison school study design. However, proving that interventions have a positive effect on the health status of children is notoriously difficult (Mangione-Smith and McGlynn 1998; St. Leger and Nutbeam 2000) . Because children are on a constant but varied trajectory of change, it is difficult to establish a norm of well-being for each age. In addition, many developmental outcomes affected by the quality and volume of health care are unlikely to be apparent for many years. There is also (fortunately) a low incidence of the most severe pediatric illnesses, making it difficult to show statistically significant changes in these rates or to find a sufficiently large population of sick students on whom to conduct a targeted study. Furthermore, surveys are generally dependent on parent perceptions and knowledge of children's health and health-services utilization, creating a greater possibility of inaccuracy than when adults report on their own conditions and service use (certainly a consideration for our study). Finally, because children tend to receive care in a broad array of settings, it is difficult to ascribe specific outcomes to any one intervention.
In fact, an emphasis on proving short-term effectiveness may actually have contributed to narrow thinking about the possible roles and contributions of SBHCs by focusing attention on the limited range of indicators that lend themselves to short-term change (e.g., health-services utilization) to the exclusion of equally important but less easily measured effects (e.g., long-term health status).
The Magnitude of Clinic Impact and Clinic Substitution Effects.
The sponsors' belief that the Newark clinics would show a demonstrable and persuasive impact on student health was also rooted in the growing body of research literature demonstrating clinic impact. A review of the literature leads to the easily overlooked conclusion that the magnitude of the differences made by the clinics is often quite modest (Kisker and Brown 1996; Kaplan et al. 1999; Webber et al. 2005) . Furthermore, a number of studies focus specifically on effects in children with asthma, a minority of the student population in which impact may be greatest (Lurie, Bauer, and Brady 2001; Guo et al. 2005; Webber et al. 2005) . The limited magnitude of findings about clinic impact has not generally been part of the discussion around these studies. Rather, the takeaway message offered by the research literature on school clinics and repeated by clinic supporters is that the clinics can and do make a difference.
Certainly, findings of positive clinic impacts (however modest) are important. These findings are, however, insufficient to argue that clinics should be integrated into public insurance programs. Moreover, demonstrations of positive outcomes do not address how clinic financing strategies can be designed to maximize the benefit and cost-effectiveness of these programs. Findings in the evaluation literature of limited clinic effects raise the question of whether clinic use substitutes for rather than supplements community care. Our study is unusual in evaluating this possibility. Again, the importance of this question derives directly from the justification for school-based clinics -in other words, that students using those clinics would not otherwise receive care. Looking at substitution effects revealed a reality that did not match the expectations created by research that only documented clinic use.
The Ideal of the Reimbursement-Funded Provider. The charge given to us by clinic sponsors was rooted in the idea that clinics should focus on one-on-one medical (and sometimes dental and mental-health) services, be based on reimbursement, and serve as medical homes -ideas that, while debunked by experts, continue to dominate the thinking of many stakeholders. In order to make the case for financing the clinics, therefore, our research needed to show that the clinics dramatically beat community providers at their own game. Not finding this dramatic difference was a surprise and a blow to the argument for clinic funding.
Our analysis suggests, however, that the emphasis on a traditional service model and on third-party reimbursement may have been a mistake to begin with. The health problems of Newark children are less likely to be caused by lack of access to medical care than by inadequate disease management, insufficient use of dental and mental-health care, and as the larger research literature would suggest, the importance of contextual determinants of health. Some of these problems necessitate public health or other types of solutions more than or in addition to clinical-services solutions. Certainly, not all of the solutions these problems indicate are reimbursable. For example, our data on emergency-department use suggest that the clinics in Newark may have had an impact on asthma management, a finding that mirrors the impression of clinic and school person-nel reported to us in our qualitative research. However, the qualitative data suggest that this difference resulted not from traditional clinical encounters but primarily from clinic staff working with children's families to modify their home environments, educating both children and families about asthma self-care, and stopping children in the hallway on a regular basis to ask whether they were following their treatment regimen and to offer emotional support. Exactly as described by the NASBHC (1999: 5) report, "visit codes and rates, based on private pediatric practice, do not reflect the time-intensive anticipatory guidance and health education that is idiosyncratic of the school-based health center visit."
Implications
The arguments detailed in this article have important implications both for the assessment of SBHCs and for their design and financing.
Assessing SBHCs. The consistency of research findings on SBHCs and health-services utilization suggests that they are making a difference for some children. In challenging the current state of the research, we do not advocate that school-based health centers be held to an unrealistic standard of producing dramatic change in health status and academic performance or of radically transforming health care access and utilization within the context of a fragmented health care system and a society plagued with social problems. Indeed, we recognize that requiring immediate measurable changes militates against certain approaches (e.g., preventive care or public health), and one of the goals of this article is to broaden rather than to narrow the health care approaches taken under consideration in the design of school clinics.
What we do argue is that three foci need to be further developed in the assessment of SBHCs:
1. Judging the magnitude of clinic impact and how SBHCs compare to alternatives. Just as clinical trials move from assessing effectiveness to comparing treatment options, the assessment of SBHCs now needs to take into account the magnitude of clinic impact (including the extent to which these clinics substitute for rather than supplement existing community services) and to compare the SBHC approach to other ways of helping children. We do not recommend having a blind faith in the mathematics of cost-benefit analysis or even costeffectiveness studies. Matching models and financing to specific community needs. Throughout this article, we have argued that much of the literature on SBHCs echoes the challenges and realities we found in making the case for the Newark clinics. However, it is equally true that different socioeconomic, political, and policy contexts create different health needs and different opportunities for SBHCs. Certainly, states with higher levels of uninsurance and communities with shortages of providers are more likely to benefit from SBHCs (although SBHCs may or may not be the best way to meet their needs). And the reproductive health services provided by many high-school-based SBHCs may mean that these clinics are more important in the later grades than in the elementary schools studied here. Assessing varying models of SBHCs and other approaches to helping children -as we advocate -means assessing the match between these approaches and their contextual realities. It also means -within constraints -developing a funding base that supports the approach that the community needs, as opposed to developing an approach that supports funding.
Designing and Financing SBHCs. The traditional approach to SBHC financing and effectiveness restricts both thought and action. While a broader range of clinic options goes unexamined, a focus on reimbursement promotes a model of delivering reimbursable services in a reim-bursable way. Although we advocate further research on alternative clinic models, our case study already suggests that in certain communities, at least, the reimbursement-driven model is not the one that will best meet children's needs or take advantage of clinics' greatest strengths.
For example, our survey shows that students lack access to basic health care in all three health domains, but they particularly lack access to dental and mental-health services. The Newark clinics, in fact, offer these services, which many clinics do not. However, the need to provide these services lends little support to the strategy of pursuing clinic incorporation into managed care. Dental care is poorly reimbursed by many state Medicaid programs. Mental health in New Jersey is a Medicaid carve out, meaning that efforts to integrate SBHCs into HMOs have no payoff here.
Furthermore, our survey showed that Newark students had high levels of chronic health problems and that the clinics might offer an excellent means of helping this group of students. However, many of what stakeholders cite as their strengths in this arena are not reimbursable or even classifiable as visits. In fact, as described by Morone, Kilbreth, and Langwell (2001: 134) , SBHCs "complement the managed care ideal" more than they fit it. They tend to fill gaps in care and gaps in coverage. They work on the premise that students underuse health care services, and SBHCs "encourage repeat visits, active outreach, and leisurely paced visits" (ibid.: 134). Similarly, Brindis et al. (2003: 104) note that "a potentially underlying philosophical conflict must be acknowledged: SBHC priorities of increasing access to care may conflict with those of managed care programs." These observations and our study together raise a crucial question: if SBHCs could transform themselves so as to cover all or even most of their costs through third-party payment, would they, in their new form, make the greatest difference they could make? In fact, would they still make the difference they make now? We do not advocate that SBHCs give up any reimbursement-based revenue but rather that decision makers understand what would be lost if this were the primary source of clinic financing.
Finally, the findings of our study and the arguments presented in this article may have implications for clinic politics that advocates need to consider. For example, in communities in which clinics largely substitute for rather than complement community-based care, community providers are likely not to be clinic supporters. Clinic design and financing need to take such realities into account.
Certainly, alternative viable approaches to clinic financing are not easily arrived at. Four basic approaches (not mutually exclusive) suggest themselves. The first is to advocate for changes in reimbursement policy, enlarging the scope of services that public and private payers will cover. For example, it seems that SBHCs can be especially effective venues for helping children and families manage chronic illnesses such as asthma and diabetes; therefore, it would be worth exploring how SBHCs and MCOs could work together to manage chronic conditions more effectively and how MCO payments to SBHCs could be structured to adequately support the latter's special role in this effort and to reflect its benefits to the MCOs. Advocating for changes in reimbursement policies is an important strategy, and as noted earlier, advocates are attempting to make reimbursement easier in general, but it is unlikely that, in the near future, payers will adequately cover the kinds of care at which SBHCs excel.
The second approach is to maintain and expand other traditional sources of clinic funding. Government grants have always been an important source of clinic funds (NASBHC 1999) , and at a minimum, policy makers need to be disabused of the notion that new children's health insurance initiatives mitigate the need for these revenues. If policy makers reduce their financial support for clinics, they only heighten the push to pursue reimbursement-based revenue. A third approach is to explore less commonly used funding vehicles. For example, businesses may be interested in sponsoring school clinics, because the adoption of specific schools by corporations is a familiar form of philanthropy and because school clinics reduce the need for parents to leave work in the middle of the day to pick up sick children (Silberberg, Hagewen, and McKinnon 2004) .
The fourth approach, advocated by Julia Lear (2007) in a recent commentary, is for children's health services (including SBHCs) to be comprehensively assessed and planned in individual communities through collaborations among schools, community leaders, and health care providers. This approach seems particularly appropriate in light of the analysis offered here, since optimally it means taking into consideration specific community needs and resources in deciding on the role of school-based health care and financing options. Lear notes both the many obstacles to collaboration and also its potential. One example of what can be achieved through collaboration is colocation of other health services within clinic walls. 4 For example, a mental-health agency might have a provider stationed at an SBHC who can use the agency's infrastructure for billing students with coverage but who also -in return for improved access to this paying marketsees uninsured students for free and pays a fee to the clinic for use of its space. Furthermore, while the perception that SBHCs compete with community providers for a limited pool of reimbursement might be an initial obstacle to collaboration, collaboration also can dispel that perception by bringing to light new funding options and the clinics' potential to complement rather than to undercut community-based health care.
Conclusion
School-based health centers have proliferated rapidly nationwide and remain politically popular. A growing body of research, including our own survey in Newark, New Jersey, suggests that SBHCs can help with the persistent unmet health needs of American schoolchildren. However, in the rush to embrace this new option, variations in the health needs of communities are often overlooked, as is the question of whether and how SBHCs can best meet these needs. Furthermore, despite the cautions of experts that third-party reimbursement cannot cover clinic expenses and is difficult to obtain, pursuit of reimbursement continues to dominate the thinking of some SBHC sponsors and stakeholders, helping to promote a clinic model that in some communities is very likely not to be the best way to address student needs or to build on clinic strengths. Discussion around SBHCs should turn to diagnosing specific community needs, identifying the best approach to meeting those needs, and seeking funding sources that match the work that needs to be done.
